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STATE TENNESSEE

Attachment 4.19D
Page 4a of 13

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT
RATES - NURSING FACILITIES
8. For state fiscal periods commencing on or after July 1, 1999, and subject to the availability of sufficient

county, state and federal funds based upon an executed intergovernmental transfer agreement and
subsequent transfer of funds, qualifying Medicaid level I nursing facilities shall receive a Medicaid
nursing facility level II disproportionate share payment (M2DSA) up to four (4) times each fiscal year.

()

(b)

(©)

(d)

(e)
®

(2

To be eligible to receive a (M2DSA) payment, a facility must be:

1) County owned, and

(i1) Medicaid Level I and Level II covered days, from the facility’s most recently filed
Medicaid Level I cost report, must be equal to or greater than 75% of total facility
patient days, and

(iii) The facility must have more than 200 beds, and

(iv) The facility must be the largest provider of Medicaid days in its county.

For all facilities participating in the Medicaid Program, the Department of Finance and

Administration shall determine a maximum upper payment limit in accordance with 42 CFR

447.272.

Subject to the availability of funds the Department of Finance and Administration shall establish

a pool of funds from which a disproportionate share payment will be made to eligible nursing

facilities as described in section (a) above. The amount of the pool cannot exceed the upper

payment limit described in section (b) above.

Using the most recently filed cost report for each facility described in section (a) above, the

Department of Finance and Administration shall determine each facility’s (M2DSA) percentage

by dividing the facility’s Medicaid Level II patient days by the total number of Medicaid Level I

patient days for all facilities described in section (a) above.

Each eligible facility’s (M2DSA) shall be determined by multiplying its (M2DSA) percentage by

the total disproportionate share pool described in section (c) above.

The Department of Finance and Administration shall verify that the Medicaid Level II patient

days used to determine each facility’s (M2DSA) percentage in section (d) above are as accurate

as possible at the time of the calculation.

Should subsequent review of the Medicaid Level II patient days included in the calculation

described in section (d) above determine that inaccurate counts were used, the Department of

Finance and Administration shall make a correcting adjustment on each facility’s next (M2DSA)

payment.

F. Cost Report Validation — Nursing facility cost reports submitted to the state in accordance with this Plan shall be
desk reviewed prior to rate setting. In accordance with 42 CFR 447.253g, the state has provisions for field
auditing of cost reports. A field audit will be designated when a desk review indicates it is necessary.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE TENNESSEE

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT
RATES - NURSING FACILITIES
6. Supplementary payments from relatives or others are not allowed.

7. The Tennessee Medicaid Program will pay to a provider of intermediate care services who furnishes in
accordance with the requirements of this State Plan the amount determined for services furnished by the
provider under the Plan.

8. Effective October 1, 1990, payment rates to providers of intermediate care services will take into account
the costs to be incurred in meeting the requirements of Section 1919 (b), other than paragraph (3)(F), (c)
and (d).

9. For state fiscal periods commencing on or after July 1, 1999, and subject to the availability of sufficient
county, state and federal funds based upon an executed intergovernmental transfer agreement and
subsequent transfer of funds, qualifying Medicaid level I nursing facilities shall receive a Medicaid
nursing facility level I disproportionate share payment (MIDSA) up to four (4) times each fiscal year.

@) To be eligible to receive a (MIDSA) payment, a facility must be:

(i) County owned, and

(ii) Medicaid Level I and Level II covered days, from the facility’s most recently filed
Medicaid Level I cost report, must be equal to or greater than 75% of total facility
patient days, and

(iii) The facility must have more than 200 beds, and

(iv) The facility must be the largest provider of Medicaid days in its county.

(b) For all facilities participating in the Medicaid Program, the Department of Finance and
Administration shall determine a maximum upper payment limit in accordance with 42 CFR
447.272.

(©) Subject to the availability of funds the Department of Finance and Administration shall establish
a pool of funds from which a disproportionate share payment will be made to eligible nursing
facilities as described in section (a) above. The amount of the pool cannot exceed the upper
payment limit described in section (b) above.

(d) Using the most recently filed cost report for each facility described in section (a) above, the
Department of Finance and Administration shall determine each facility’s (MIDSA) percentage
by dividing the facility’s Medicaid Level I patient days by the total number of Medicaid Level 1
patient days for all facilities described in section (a) above.

(e) Each eligible facility’s (MIDSA) shall be determined by multiplying its (MIDSA) percentage by
the total disproportionate share pool described in section (c) above.

) The Department of Finance and Administration shall verify that the Medicaid Level I patient
days used to determine each facility’s (MIDSA) percentage in section (d) above are as accurate
as possible at the time of the calculation.

(g) Should subsequent review of the Medicaid Level I patient days included in the calculation
described in section (d) above determine that inaccurate counts were used, the Department of
Finance and Administration shall make a correcting adjustment on each facility’s next (MIDSA)
payment.
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